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Appendixz to Attachment 3.1 8
Page 2

State ILLINOIS

1 alified H lth Center/F,ra; Healgh Center services and
other Ambulatory S¢tvices furnished by the enter”

Those core services for which the ceater may bill an gncounter as deseribed in 42 CFR 440.90 (2000) are s follows.
a) Phveician's Services, including covered services of nursc Practitioners, nurss mldwm; and
physician-supervised physician assistants.

b) Qther servi which s rote encounter ma s and behavioral

health sorvices defined as clinical psychologist gr elinical social worker services.

c) Medicatly-necessary scrvics end supplies furnished by or undey the direction of a physiciap ot dentist
within the scope of licensed practice that have been included in the eost report but nejther foe-for-service nor
cncountcr hillings may be bjlled. Some cxamples of these services include:

1 inedice) case manugement;
2 Inboratery services:
3 oceupational therpy;
4, paticnt trangportation;
s, pharmacy sarvices;
N physical thempv:
7. iatric seTvices;
LR speech snd hearing services,
9, x-ray services;
10, health education;
2 gptometric services.

4 ‘A Center that adds behavioral health services, Visiting Nuryes Services or dentul services on of after October
1, 2001, must nority the Department in writing, These services are (o be bifled as an encounter with a
grocadure code thet appropuistely identifies the service provided.

£) Any service that is no longer provided on or ufier Qctaher ) 2001, or any new service gdded on or after

October 1. 2001, must_he communicated to the Departmeat in writing priar to hilling for the service(s).

B ~ 3 : 3 . B L " PR
Por—dental—servItey, eyeyiasity mearinyg a.as, Freves TIUgS T pTrosSTthetYC

n =

ped . il ; +hestth—ciim b
oppiicetrre-
N 5 ) .
Require—prior—wprrovet—tatyo see—tremif—this attechwentys
—————i——fyeglaIey
Priorapprovai—required—for—tintim—andcontact—tensertoivoyee

.
Prescribed drug's

Seec—ttemi2a—this-wrotechmersr

-‘-‘——‘-".—'—’_w?ﬂﬂzm-m
. Y 3 Mo . bt .
Rewwrres—priorspprovel——thust—bemedompanred—y o writien

™ . 01-22 JPPROVAL OATE i EFFECTIVE DATE 1-1-02
SUPERSEDES

™ 0 91-12

93/83



Dec 13 01 11:52a Vera Drivalas 312-245-9285 p.6
11/38/2801 18:13 2175242530 PGM REIMB PAGE 85

Attachment 4.19-B
Page 19
State  Hlinois

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -OTHER TYPE OF CARE -BASIS FOR
REIMBURSEMENT

07,98 f Special Reimbursement Requirements for Services Provided in Mospital Emergency Room and Clini¢
Sellings. '

i When emergency room services are pravided o clients, the hospital is required to code any
fee-for-service claims with the emergency room placs of service.

07798 g Encounter rale clinic reimbursement
07/98 i For encounter rate clinics providing comprehensive health care for women and infants or encounter
rate clinics operated by a county with a population o7 over three million, payment shall be made at
the lesser of:
07/98 A $50.00 per encounter, or
07/38 B. The clinic charge to the general pubke.
07798 ii. For all other encounter rate clinics, payment shall be made at the lesser of.
07/98 A The clinic's approved all inclusive interim per encounter rale as of May 1. 1981; or
07/98 B $50.00 per encounter; or
07/98 C. The clinic charge ta the general public.

0798  h.  Psychiatric clinic reimbursement

Reimbursement shall be made under the federally qualified heailh center methodology if the clinic meets the
criteria as an FQHC. Otherwise the dinic shall be reimbursed as an encounter rate clinic.

TN# 01-22 APPROVAL DATE i EFFECTIVE DATE 01-01-02

Supersedes
TN# _98-14
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Attachment 4.18-B
Page 20
Slate  \llinais

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -OTHER TYPE OF CARE -BASIS FOR

REIMBURSEMENT
67/98
A
i
TN# 01-22 APPROVAL DATE " EFFECTIVE DATE 01-01-02
Supersedes

TN#_98-14
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Attachment 4 19-8
Page 21
State  Mlinois

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -OTHER TYPE OF CARE -BASIS FOR
REIMBURSEMENT

agf

\

TN# 01.22 APPROVAL DATE .~ EFFECTIVE DATE _ 01-01-02

Supersedes
TN# _98-14
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Atachment 4.19-8

Page 22
State  lliinais

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -OTHER TYPE OF CARE -BASIS FOR
REIMBURSEMENT

%
3
{

i

i Pediatric Qutpatient Adjusiment Payments
07/98 Pedialric Oulpatient Adjustment Payments shall be made to all eligible hospllals excluding county-owned
hospitals and hospitals organized under the Universily of finos Hospital Act, as described in Section c.8. of
Chapter II, for ouipatient services occurring on or after July 1, 1998 +99%, in accordance with this Section.
i. To qualify for payments unde this Seclion, a haspital myst:

A be a children's hospital, as defined in 89 Iil. Adm. Code Section c.3.0f Chapter i and,

B, have a Pedialric Modicaid Outpatient Percentage greater than 80% during the Pediatric
Outpatient Adjustment Base Period.
TN#_01-22 APPROVAL DATE vl AN EFFECTIVE DATE_01-01-02

SUPERSEDES
TN# 98-14
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Attachment 4.19-8

Page 26
State ILLINOIS
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—OTHER TYPE OF CARE—
BASIS FOR REIMBURSEMENT

2. FEDERALLY QUALIFIED HEALTH CENTERS AND RURAL HEALTH CLINICS
8. Definitions.
‘Federally qualified healith center” (FQHC) means a health care provider that receives a
grant under Section 330 of the Public Health Service Act or be determined to meet the

requirements for receiving such a grant by Health Resources and Services
Administration.

“Rural health ctinic (RHC) means a health care provider that has been designated by
the U.S. Public Heaith Service, or by the Governor and approved by the U.S. Public
Health Service, in accardance with the Rural Hearrh Clinics Act to be a RHC.

“Center," for the purposes of this seclion, means both a FQHC and a RHMC.

"Behavioral Heaith Servioes,” for the purposes of this section, means seryjces provided
by a licensed clinical psychologist or licensed clinical social worker,

“Visiting Nurse Servicas,” for the purposes of this seclign, means services provided in a
patient's home by 3 reqistered nurse or licegsed practical nurse in 3 designated home
heaith shnitage area.

b. Reimbursement.
The Cemels will be mimbmsed under a pmspedlve payment syslem (PPS) in

pereent of the vamg ov ;he costs lhat are reasonable and [g!gted to the oosl of

ishing such ices by the Center in accordancs with the provisiogs of federal law

42 usc 1396. a3 hne L) determi ndivi for each
: . - < . - gt E B 1 d i : - : |
the icare Economic E Pa ment ded on or ane

nua 1 2001 all be made us rates for each Cenler

Payment for services provided on or after January 1, 2001, shall be made using a
specific rate-rates for each Center as specified herein.

i. Baseline payment rates.
A_ For each Center, the Department will calculate a baseline medical encounter

rate and, for each Center that that is enrolied with the Department o provide
joral H Servi Visiti Services or dental saavices,

Beh
the Depantment will calculate a baseline Behavioral Health Services , Visiting
Nurse Service ar dental encounter rate, using the methodology specified herein.
The cost basis for the baseline rates shalt be drawn from individual Center cost
reports for Center fiscal years ending in 1999 and 2000 of, in the instance of a
Center that did not operate during the entirety of those periods, cost reporis that
cover the portions of those periods during which the Center was In aperatian.

TN #01-022 Approval date: ‘ Effective Dale: 01/01/2002
Supersedes TN #01-010
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Attachment 4.19-8
Page 27

METHQODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—OTHER TYPE OF CARE—
BASIS FOR REIMBURSEMENT

B.

o

D.

TN #01-022

Supersedes TN #01-010

The baseline payment rate shall be based upon allowable costs, reported by the
Center, that are determined by the Department to be reasonable and efficient.
The method for determining allowable direet cost factors is similar to that used for
Medicare {42 USC 1395g), with the following Fhere-are-two significant
differences: The Department's methadology shall: (1) the-Deparments
methodology considers costs associated with services not covered under
Medicare (e.g.. pharmacy, patient transportalion, medical case management,
health education, and nutritional counseling). and, (2) apply reasonable
constraints on allowable eveshead cost, as described in v below, and (3) apply
reasonable constraints on the {otal cost per encounter.

The baseline payment rate for a Center shall be the average (arithmetic mean) of
the annual reasonable costs per encounter, calculated separately for each the
fiscal years for which cost report data must be submitted, using the methodology
specified in D,_E, F, and G for the medical encounter rate, and-E forthe dental

encounter rate, Behavioral Health Services encounter rate gnd Visiting Nurse
encounter rate respectively.

Annual reasonable cost per medical encounter.
1. The annual reasonable cost per medical encounter shall be the lesser of:

— The annual cost per encounter, as calculated in D.4, or

— The reasonable cost of providing a medical encounter, which shall be
105 percent of the statewide median of the calculated annual costs per
encounter for FQHCs or RHCs, as the case may be.

2 Gore services component
The core services component is the sum of the following two components:

— The allowable direct cost per encounter, which is the quatient of the
allowable direct cost, as defined in 1.8, for core services divided by the
greater of (1) the number of encounters reported by direct staff (e.q., staff
specified in v.A and, for the delermination of encounter payment rates

eftective prior to January 1, 2002, subparagraph v,.C, or (2) the number

of encounters resulting from the applicatian of the minimum efficiency
standard found in v.A and v.C, and

— The allowable overhead cost per encounter, which is the product of the
aliowable direct cost per encounter muiiipiied by the Center's allowable
overhead rate factor.

Approval date: _ -5 A Effective Date: 01/01/2002



Dec 13 01 11:54a Vera Drivalas 312-245-9285

11/38/2081 18:13 2175242538 PGM REIMB PAGE 11
Attachment 4.15-B
Page 28
State LLinars
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—OTHER TYPE OF CARE—
BASIS FOR REIMBURSEMENT

3. Suppiemental services component.

The supplemental services componerit is the sum of the following two
components:

— The allowable supplemental cost per encounter, which is the quatient of
the cost of services, (e.9. pharmacy, patient transportation, medical case
management, health education, nutritional counseling, and other non-
core services.) excepting cofe services ealy demal services, and,
effective January 1, 2002, Behavs ealth Services a ilin
Nurses Services provided by the Center, divided by the greater of
(1) the number of encounters reported by direct staff or (2) the number
of encounters resuiting from application of the minimum productivity
standard found in v.A and v.C, ard

— The allowable averhead cost per encounter, which is the product of the
allowable supplemental cast per encounter multiplied by the Center's
allowable overhead rate factor.

4. Annual cost per encounter,

The annual cost per medical cost-per encounter is the sum of the core
services component, as determined in [).2, and the supplemental services
component, as determined in D.A.

E. Annual reasonable cost per dental encounter.
1. The annual reasonable cost per dental ancounter shall be the lesser of:
— The annual cost per encounter, as calculated in E.2; or

— The reasonable cost of providing a dental encounter, which shall be 105
percent of the slatewide median of the calculaled annual costs per
encounter for FQHCs or RHCs, as the case may be.

2. Annual cost per encounter.
The annual cost per encountes is the sum of the following two Components:

— The allowable direct cost per encounter, which is the quotient of the
allowable direct dental cost, as defined in I.B, divided by the greater of
(1) the number of encounters reported by direct dental staff, or (2) the
number of encoumters resulting from the application of the minimum
efficiency standard found in v.B, and

— The allowable overhead cost per encounter, which is the product of the
allowable direct cost per encounter multiplied by the Center's allowable
overhead rate factor.

K
TN #01-022 Approval date: __\.- A . Effective Date: 01/01/2002
Supersedes TN #01-010
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State lLuinOIS

METHODS AND. STANDARDS FOR ESTABLISHING PAYMENT RATES—OTHER TYPE OF CARE—
BASIS FOR REIMBURSEMENT

F__Annual reasonhable cost per Behavioral Health Services encounter.
Effective for services provided on or after January 1, 2002, a separate annua!
reasonable cost per Behavioral Health Service encounter shall be determined.

1. The annual reasonable cost per Behavioral Health Service encounters shall
be the lesser of:

— The annuai cost per encounter, as, calculated in F.2; or

— The reasonable cost of providing a behavioral health encounter, which
shall be 105 percent of the statewide median of the caiculated annual
costs per encounter for FQHCs or RKCs, as the case may be.

2. _Annual cost per encounter,
The annual cost per encounter is the sum of the foliowing two components:

— The allowable direct cost per encounter, which is the quotient of the allowable
direet cost for Behavioral Health Services, as defined in i.B, divided by the
greater of (1) the number of encounters repored by direct behavioral health
stoff, or (2) the number of encounters sesalting from the application of the
minimum cfficiency standard found in v.C, and

-~ The allowable overhead cost per encounter, which is the product of the
allowable direct cost per encounter mukiplied by the Center's allowable
overhead rate factor.Apnual reasonable cost per Visiting Nurse Services
cncountet.

Effective for serviceg provided on or after January 1, 2002, a separate
apnual reasonable cost per Visiting Nurse Services encounter shall be

determined.
1. The annual reasonable cost per Visiting Nurses Service encgunters shall be

the lesser of.

— The annual cost per encounter, as calculated in G.2, aor

— The reasonable cost of providing a Visitin e encounter, which shall

be 105 percent af the statewide median ¢f the calcutated annual costs
per encounter for FQHCs or RHCs, as the case may be.

2__Annual cost per encounter,

The annual cost per encounter is the sum of the following two components:

— The aliowable direct cost per encounter, which is the quotient of the
allowabie direcl cost for Visiting Nurse Services, as defined ini.B, divided
by the greater of (1) the number of encounters reported by direct Visiting
Nurse steff, or (2) the number of encounters resulting from the
application of the minimum efficiency standard found in v.D,_and

— The aliowable overhead cost per encounter, which is the product of the
allowable direct cost per encounter mulliplied by the Center’s aliowabie

overhead rate factor

(2

TN #01-022 , Approval date: A\ Effective Date: 01/01/2002
Supersedes TN #01-010
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—OTHER TYPE OF CARE—-
BASIS FOR REIMBURSEMENT

TN #01-022

I

G.H. For any individual eligible under the medical assistance programs administerad
> 4 Center may bill only one medical encounter, and-one
dental encounter,one behavioral heaith encaunter and gne Visiting Nurse
encounter per day. A Center will be reimbursed for a service only if it has
envrolied with the Department 1o provide that service,

Claims submitted 1o the Department musi comply with the requirements in the
applicable provider handbook and relaled provider notices and must identify all
services pravided during the encounter.

Cost basis.

Each Center must annually complete a cost report, in a format specified by the
Depariment, for the Center's fiscal year. Each FQHC must aiso annually submit &
capy of finantial statements audited by an independent Certlfied Public Accountant.
The cost report and audRed financial statements must be filed with the Department
within 180 days of the closs of the Center's fiscal year, excet for cost reports and
audited financial statements for Center fiscal years 1999 and 2000 which, in the case
of FQHCs must be filed with the Department no later than November 30, 2001, and
in the case of RHCs, must be fied no later than March 30, 2002. Except for the first
ysar during which the Center begins operations, the cost report must cover a full
fiscal year ending on June 30 or other fiscal year which has been approved by the
Department. Payments will be withheld from any Center which has not submitted
the cost report by the applicable filing deadiine, date and no paymemt will be made,
until such time as the reporis or audited statements are received and approved by
the Department.

Establishment of initial year payment amount for a new Center.

For any Center that begins operation on or after January 1, 2001, the payment rate
per encounter shall be the median of the payment rates per encounter of neighboring

. FQHCs or RHCs, as the case may be, with simitar caselogds gs determined by the
Depanment. |f the Department determines that there are no such comparable
Centers, then the rate per encounter shall be the median of the payment rates per
encounter for all FQHCs or RHCS, as the case may be, statewide,

iv. Rate adjustments.

A. [Initial rate determinations

1. On or about January 1, 2002, the Department shall determine the medical,
and dental encounter rates for each participating FQHC. These rates shall
be paid for services provided on or after January 1, 2001. Claims submitted
and adjudicaied prior to the entry of these rates inlo the Department's claims
processing system shail be reconcited for each aftected FQHC.

2. On or before January 1, 2003, the Department shall determine the medical,
and dental encounter rates for each participating RHC. These rates shali be
paid for services provided on or after January 1, 2001, Claims submitted
and adiudicated prior to the entry of these rates into the Department's claims
processing system shall be reconciled for each affected RHC,

. . ,,*V}
Approval date: P A Effedlive Date: 01/01/2002

Supersedes TN #01-010
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METHODS AN[) STANDARDS FOR ESTABLISHING PAYMENT RATES~QTHER TYPE OF CARE—~
BASIS FOR REIMBURSEMENT

8. Annual adjustment

03

1 Beginning January 1, 2002, and annually thereafter, except as specified in
B_2.. the Department will adjust baseline rates by the most recently
available ME|. The adjusted rates shall be paid for services provided on or
after the date of the adjustment.

2. Except,_in the instance of a Center which provided Behavioral Health or
Visiting Nurse Services prior to January 1, 2002, for the purpose of applying
the January 1, 2002, adjustment by the most recently available MEL, the
baseling medical serviggs encounter fate applicable for services provided
from January 1, 2001 -gb%;ugh December 31, 2001, shall be redetermined
after removal of costs and encounters attributable to Behavioral Heaith -

Services.

Scope of service adjustment.

If a Center significantly changes its scope of services, the Cemar may request
that a new baseline encounter rate be determined. Adjustments to encounter
rates will be made only if the change in the scope of services results in the
inclusion of Behavioral Health Services, Visiting Nurse Services_or dantal
services or a difference of at least five percent from the Cente:'s current rate.
The Department may initiate a rate adjustment, based on audited financial
statements and-or cost reports, if the scape of services has becn modified to
include Behavioral Health Services, Vistting Nurse Services or dental services or
in a way that would result in a change of at least five percent trom the Center's
current rate.

v. Reasonable cost considerations.

The following minimum efficiency standards will be applied to determine reascnable
cost:

A.

Medical direct care productivity.

The Center must average 4,200 encounters annually per full-time equivalent
(FTE) for physicians and 2,100 encounters per FTE for mid-level heaith care staff
(i e., physician assistants, nurse practitioners, specialized nurse praclitioners, and
nurse midwives),

Dental direct care productivity. ,
The FQHG Center must average 1.5 encounters per hour per FTE for dentists.

Behavigral Health Service direct care productivity.

¢
The Center must average 2,100 annual encounters per FTE for licensed clinical
psychoiogists and licensed clinical social workers.

Visiting Nurse Service direct care productivity, ¢

TN #01-022

The Center must average 2,100 annual encounters per FTE for licensed practical
or registered nurses providing Visiting Nurse Services

E. Guideline for non-physician health care staff.

The maximum ratio of staff is four full-me-equivaleat FTE non-physician heaith
care staff for each FTE staff subject to the direct care productivity standards in A

and B above. \.\

[y

Approval date: v3f '2'“0‘ Effective Date. 01/01/2002

Supersedes TN #01-010
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—OWR TYPE OF CARE—
BAS|S FOR REIMBURSEMENT

TN #01-022

DF. Alliowable overhaad.

The maximum Medicaid allowahla overhead cost is 35 percent of allowable
directtotal cost.

vi. Adjustments for medical services paid for by & haaith-maintenance-managed care
rganization (MCO)

The Depariment shal make payment adjustments 1o a Center if it provides care
through a contractual amangement with a Medicaid Managed-Gare-Organization
(MCO)-and is reimbursed an amount, reported io the Departmaent, that is less than
the minimum paymenl required in 42 U.S.C. 1396a(aa). he amount of any such
sha boataﬁxed .alrate ined by the

Department.A :
For each COnler so ehgnbla a

mmmmmmhummmm
payment adjustment shall take into consideration the total payments made by the
MCO to the Center (including all payments made on a service-by-service, encountef,
or capitation basis)

= In the event that Center cost data related
to MCO services are unnvaﬂable to the Depndmenl an estimate of such costs may
be used that takes into consideration other relevant data. Adjustments wiil be made;
no-less-oflen-than al least quartery, only for Medicaid eligible services asc-defined-in
this-State-Plan. All such services must be definad in a contract between the Center
and with-an MCO. Such contracts must be made available to the Department.

vii. Audits.

All cost reports wiill be audited by the Department. The center will be advised of any
adjustment resulting from these audits.

viii. Altemate payment methodology for-govemment-operated-Certess:
A. For povemment-operated Centers,

A Center operated by a State or local government agency may siect to be
reimbursed under the altemate payment methodology described in this
subsection viii.

A:-1. The State or lacal government agency shall enter into an interagency or
intergovernmental agreement, as apprapriate, with the Depariment that
specifies the responsibilities of the two parties with respect to services
provided by the Center and the funding thereof,

8-2, The Center operated by a State or local govemment agency shali be
reimbursed by the Department on a per encounter basis according to the
provisions of subsections | through vii of this section.

G-3. The State or local govemment agency shall certify the expenditure of public
funds in excess of reimbursement received from the Department, under
paragraph B, and any reimbursement from other payers (e.g.. 8n insurance
company, a managed care organization) for services provided 10 individuals
eligible for medical assistancs programs administered by the Depariment,
provided the funds were not derived from a federal funding source or were
not otherwise used as a State or local match for federal funds. The
certification shall be in a form and format specified by the Department. The
certification shall be filed within 30 days after the submission of the annual
cost report, The cettification shall compare expenditures within that cost
reporting period to payments received/receivable for that same period.

Approval date: - ;3 i Effective Date: 01/01/2002
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15

p.16



Dec 13 01 11:56a Vera Drivalas 312-245-9285 p.17
12/19/2801 17:19 2175242538 PGM REIMR PAGE B4/85

Attachment 4.19-8
Page 31A

State ILLINOIS

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—QTHER TYPE OF CARE—
BASIS FOR REIMBURSEMENT

8.4 The certified expenditures shalj be used by the Department to claim federal
financial participation. Federal funds resuliting from the claiming of the
certified expenditures shall be distributed, in_accordance ing o the provisions
of the agreement referenced in paragraph-A 1, to the State or the
government agency that operates the Center that provided the services.

B. Cerain qualifying Centers
1__No later than 30 days after the initial rate determingtion specified in iv.A, the

Department shall determine the eligibility of eac r for this altermative
payment methodolagy. A Center will qualify for this alternative payment

methodology if the Depantment's estimate of the total amount to be paid to
the Center for services provided during the twelve-mon iod endin

December 31 1. under the reimbursement policy and rates in effect prior
to the initial rate determination, is greater than the total amount that will be
paid for those same services under the initial rates. The Department shall
notify each qualifying Center, in writing, of the resuit of this determination.

2. A qualifying Center may, for services provided from January 1, 2002, through
December 31, 2002, elact to be reimbursed under the alternate payment
methodology descnbed in this subsection. A qualifying Center musi notify the
Department in writing, _no later than 30 days following the date of the written
notification from the Department, as its efection to be reimbursed under this
alternetive payment methodology.

3. A Center electing this alternative payment system shall be reimbursed by the
Department on a per encounter basis accordi the provisions A through
K _except the medical encounter payment rate shall be increased by an
amount equiat ta twice the quotient resuiting from the Department's estimate
of the difference between (1) the total amount to be paid to the center for
services pravided during the twelve-month period ending December 31,
2001,_under the initial rates as determined in iv.A and_B and (2) the lotal
amouni that would have been paid under the payrnent rates in effect prior to
the initial rate determination, divided by the Department's estimate of total

medical encounters during the twelve-month period ending December 31
2001,

4. Centers that are certified by the Depaniment of Human Services, Office of
Menta! Health, or the Department of Children and Family Services to provide
Behavioral Health Services may elect an alternate payme dology far
their Behavioral Health Services. An election of this alternate payment
methodolegy wilt allow the Centers to be reimbursed under the provisions of
4.19-B # 21 - Rehabilitative Services. ‘A gualifving Center must notity the

De ent,_in writing, no fater than r the date of the written
notification from the Department, of its election to be reimburged under this

alternative payment methodology.
vili,_Multiple service sites operated by a Center.

All service sites operated by a Center shall be reimbursed using the Center's
established encounter rates, except in the instance where the sites had submitted
separate cost reports for fiscal years ending in 1939 and 2000 and separate baseline
rates were determined.for the site

TN #01-022 Approval date: .- AN . Effective Date: 01/01/2002
Supersedes TN #01-010
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ix. Appeals.

A. All Appeals of audit adjustments or rate determinations must be submitted in
writing to the Department. All aAppeals must be submitted within 30-60 calendar

days efrale-after the natification of such adjustment or rate determination—shal—~#

if upheld. the revised audit adjustment or tment or rate determination shall be made
effective as of the beginning of the rate yearperiod. Iheeﬁeetwe—daae@lau
ppoaic-chall-ba-the-fisct-dayol t

B__To be accapted for review, the written appeal shall include the foliowing: (1) the
current approved reimbursement rate, allowable costs, and the additional
reimbursable costs sou ht throu h the appeat {2 a r_concise siatement of
the basis for the a de ment of financial, statistical, and

related information in supgon of the appeal, indicating the relationship between
the additional reimbursable costs 35 submitied and the circumstances creating
the need for increased reimbursement, and. (4) a statement by the Center's chief
executive officer ar fingncial officer that the application of the rate appeal and
information contained in the veador-Center's reports, schadules, budgets books

and records submitted are true and accurate

7
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